Increased odds of persistent depressive symptoms and increased number of outpatient visits were found in patients with depression and concomitant LBCs 6 months after enrollment into collaborative care management, compared with those in patients with depression and without LBCs. The data suggest that temporally related LBCs could lead to worse outcomes in primary care patients being treated for depression, encouraging closer observation and possible therapeutic changes in this cohort.
patients with chronic low back pain demonstrated a rate of current depressive symptoms as high as 22%, as well as a significant correlation between depression and somatic dysfunction scoring (P<.01).
Collaborative care management (CCM) was demonstrated to be effective for depression treatment by abnormal results of screening for bipolar disorder. [25] [26] [27] No studies to date, to our knowledge, have specifically looked at the effects of comorbid low back conditions (LBCs) on the outcomes of depression. Our aim was to compare 6-month depression outcomes (specifically, clinical results and number of outpatient visits) in patients with or without comorbid LBCs. We hypothesized that the presence of an LBC at diagnosis of depression would negatively affect clinical outcomes of depression treatment after 6 months.
Methods
In a retrospective review, we analyzed records of patients in a large multisite primary care practice who were enrolled into CCM for depression treatment from March, the time frame of the study and had complete intake data sets, with 6-month PHQ-9 follow-up data. These patients made up our study group.
The dependent variables in our analysis were clinical remission (defined as a PHQ-9 score of <5 at 6 months) or evidence of persistent depressive symptoms (PHQ-9
score of ⩾10 at 6 months) and number of outpatient group did not allow for the analysis of subgroups. We also did not examine the effects of depression outcomes on LBC outcomes, but that would be an intriguing future area of study.
Our study did not differentiate between acute and chronic LBCs, but it is possible that many of the 172 individuals with evidence of LBCs had chronic low back pain. Chronic low back pain responds best to multimodal therapy, but pharmacologic treatment is common, whether alone or in combination with other modalities.
39
In 1 study, 40 approximately 80% of patients with chronic low back pain were prescribed at least 1 medication and 34% were prescribed at least 2. Some of these medications are also used to treat patients with depression. A 2010 study 41 Our findings may encourage clinicians to identify patients with depression who have LBCs and consider more aggressive management of both conditions. We recommend future research to determine whether effective management of LBCs affects depression outcomes, as well as research on specific, directed therapy for both diagnoses. Unfortunately, the small size of our LBC a Remission and persistent depressive symptoms were defined as Patient Health Questionnaire (PHQ-9) scores of <5 or ⩾10, respectively, at 6 months after enrollment. We controlled for patient age, sex, marital status, and race, along with clinical site location, to control for siteto-site variability in outcomes. The present study supports the major osteopathic principle that a person is an integrated unit of body, mind, and spirit, demonstrating the persistent association of a common psychiatric illness (depression) with a common physical condition (LBC). Reinforcing this association, a 2012 study 21 correlated depression scores with low back pain severity, back-specific disability, and the number of key osteopathic lesions. A multimodal 
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Conclusion
In comparing patients with or without concomitant LBCs, we demonstrated increased odds of persistent depressive symptoms and increased number of outpatient visits 6 months after enrollment into CCM for those with LBCs. Future work is recommended, including directed therapy for patients with both depression and LBCs.
